INTRODUCTION
Inguinal hernia containing an ovary and fallopian tube is an extremely rare occurrence. This is commonly associated with defect in genital tract development. Ovaries ascend under the influence of developing cranial ovarian suspensory ligament. Like primordial structures in the internal genitalia, the suspensory structures show sexual dimorphism during development. Migration of ovary is a steroid hormone mediated process and cessation of migration may be regulated at receptor level.
CASE REPORT
A twenty year old female presented with complaints of abdominal pain and primary amenorrhoea. Her past history revealed that she had not attended menarche and had not any cyclical abdominal pain. The patient had undergone surgery (bilateral herniotomy) for inguinal hernia eleven years back. The reports of the past surgery revealed that the left side hernia had contained a calcified ovary with fallopian tube and was removed. Also the right side hernia contained an ovary and fallopian tube, which were normal and preserved. Her family history did not suggest any similar cases. She was a non-smoker and had no history of alcohol or any drug intake.
On examination, there were no features of hirsutism. Bilateral breasts were well developed and axillary, pubic hairs were present. Bilateral inguinal scar marks were seen in abdomen. The external genitalia were well developed. No clitoromegaly was found but vagina was absent. On rectal examination uterus could not be felt. The blood parameters were in the normal range. Ultrasound examination revealed a small uterus (measuring 2.7 cm x 1.1 cm) in which endometrial strip could not be made out (Figure 1a ). Left ovary was not visualised but right ovary was of 4.5 cm x 2.5 cm size with follicles (Figure 1b) . The karyotyping showed a 46xx type which is suggestive of normal study. Diagnostic laparoscopy was planned for this patient. The intraoperative findings revealed that the left fallopian tube and ovary were absent. Right of fallopian tube with ovary was present along with a nodule (Rudimentary horn of uterus which was attached to the lateral pelvic wall) (Figure 2 ). The pouch of Douglas was empty (Figure 3) . A right ovarian cyst of (2 cm x 2 cm) size was present and adhesions were seen between omentum and anterior abdominal wall in left side. The patient was managed with ovarian cystectomy with adhesiolysis and had an uneventful recovery. 
DISCUSSION
Mullerian agenesis with ovarian inguinal hernia is a rare entity. 1 The true prevalence of this type of disorder in the reproductive age group is not known. The diagnosis is mostly made either as a part of investigation for primary amenorrhoea or the patient may present as inguinal hernia. If the ovary gets incarcerated then it becomes an emergency and needs urgent surgery. Marionkovic et al. had reported a case of prolapse irreducible ovary and had recommended urgent operative repositioning of ovary 2 but Vaughn et al. had suggested laparoscopic approach to this inguinal hernia. 3 The migration of gonads is controlled by multiple factors both anatomical and hormonal, which should occur in appropriate time and correct sequence. The presence of ovaries in the inguinal hernia was previously thought to be prolapse but now is assumed as descended gonads like testes. 4 Our patient reported as a case of primary amenorrhoea with pain abdomen and was operated in past for inguinal hernia. But the patient was not appropriately informed. So careful evaluation and proper counselling along with surgery should be done. Our patient was informed properly and was suggested for construction of neovagina prior to her marriage.
